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Update on Influenza Activity Worldwide 
and World Health Organization and United States Recommendations 
for influenza Vaccine Composition for the 1987-1988 Season 


During February or March each year, the World Health Organization (WHO) summarizes 
available data on recently isolated influenza viruses around the world and issues recommenda- 
tions for vaccine composition. The WHO reports (7,2) and the U.S. recommendations for 
composition of the 1987-1988 influenza vaccine are summarized below. 
influenza— Worldwide 

From September 1986 through February 1987, influenza A(H1N1) viruses predominated 
and, in most countries, were the only type of influenza virus isolated. As in previous epidemics 
since 1977, influenza A(H1N1) outbreaks occurred mainly among children and young adults. 
Few influenza A(H3N2) or infiuenza B viruses have been isolated. 

Influenza A(H1N 1). \n the Americas, localized outbreaks occurred in the United States in 
October and November 1986. influenza activity increased markedly in the United States in 
December, and, by mid-February, the virus had been isolated from patients in 49 states and 
the District of Columbia. Canada also reported activity from October through January. In 
Jamaica, outbreaks were serologically confirmed in both October and November. Brazil 
reported a single case in October. 

In Asia, widespread outbreak activity was reported in the Democratic People’s Republic of 
Korea during October and November and in Japan during November and December. China 
reported sporadically occurring cases from November through January, and Hong Kong 
reported them in December. In the Middle East, influenza A(H1N1) virus was isolated during 
outbreaks in the Islamic Republic of Iran in November and in Israel during November and 
December. 

In Europe, localized outbreaks occurred in the United Kingdom in September and October, 
with continued activity through January. In both the German Democratic Republic and the 
USSR, outbreak activity was widespread during November and declined during December. 
Czechoslovakia, Hungary, Poland, and Yugoslavia also reported widespread influenza activity 
in December. Elsewhere in Europe (Denmark, the Federal Republic of Germany, Finland, 
France, Italy, the Netherlands, Norway, Romania, Spain, Sweden, and Switzerland), there was 
activity between December and February. 

Influenza A(H3N2). \nfiluenza A(H3N2) virus was isolated along with influenza A(H1N1) 
during an outbreak in the Democratic People’s Republic of Korea. The virus was also isolated 
during an outbreak in Ecuador in November. Otherwise, A(H3N2) was detected only in spo- 
radically occurring cases in Canada, China, Italy, Romania, Tunisia, the United States, and the 
USSR. 
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influenza B. Outbreaks of influenza B were reported in Panama in September and October 
and in Singapore in December. Sporadically occurring cases were also detected in Canada, 
Chile, the Federal Republic of Germany, Hong Kong, India, Senegal, Singapore, Spain, 
Sweden, Taiwan, the United Kingdom, the United States, and the USSR. 

Antigenic Analysis of Recent Isolates 

Influenza A(H1N1) viruses collected from many parts of the world during the 1986-1987 
season have been antigenically characterized. Virtually all of them were indistinguishable 
from the A/Taiwan/1/86-like strains isolated in Asia early in 1986 (3). Influenza B viruses, 
which were isolated infrequently during the 1986-1987 season, were antigenically heteroge- 
neous. However, all were closely related to B/Ann Arbor/1/86 (4). 

The influenza A(H3N2) viruses isolated from outbreaks in all parts of the world during the 
1985-1986 season were antigenically heterogeneous. About two-thirds differed from 
A/Mississippi/1/85 (H3N2), which was included in the 1986-1987 U.S. trivalent influenza vac- 
cine. More than 25% of the A(H3N2) isolates characterized in the United States during the 
1985-1986 season were antigenically similar to the A(H3N2) variant, A/Stockholm/8/85. 
Sera from recipients of the 1986-1987 trivalent vaccine were tested for antibody against both 
A/Mississippi/1/85 and A/Stockhoim/8/85 antigens by hemagglutination inhibition (Table 1). 
For both young adults and nursing home residents who had received the trivalent vaccine, the 
geometric mean titers were nearly threefold lower to the A/Stockhoim/8/85 virus than to the 
homologous A/Mississippi/1/85 virus. Furthermore, for the nursing home residents, 38% of 
the post-vaccination sera had titers that were =40 to A/Stockholm/8/85, whereas 69% had 
titers =40 to A/Mississippi/1/85. 

Very few A(H3N2) viruses have been isolated during the 1986-1987 season; however, 
several appear similar to the A/Stockhoim/8/85 variant. The 1986-1987 variant, 
A/Leningrad/360/86, an egg isolate suitable for vaccine production, appears closely related to 
A/Stockholm/8/85 (Table 2). These reference strains are poorly inhibited by ferret serum to 
the A/Bangkok/1/79 strain, used in influenza vaccines during the period 1980-1985. They 
are also inhibited at significantly reduced titers (compared to the homologous titer) by ferret 
TABLE 1. Hemagglutination-inhibition antibody response to influenza A(H3N2) viruses 
in recipients of trivalent 1986-1987 influenza vaccine’ 





Pre-vaccine Post-vaccine 
Test Cumulative % with titer => Cumulative % with titer > 
Population antigen 10 20 40 80 160 (GmrT)t 10 20 40 80 160 
Young adults A/Mississippi/ 48 26 12 2 (9) 98 98 93 71 45 
1/85 


A/Stockholm/ 7 2 2 (5) 83 79 57 38 19 
8/85 














Nursinghome  A/Mississippi/ 40 20 13 = (21) 84 69 42 
residents 1/85 
A/Stockhoim/ 22 9 (10) 49 38 18 
8/85 





*Trivalent split vaccine containing 15g each of A/Mississippi/ 1/85, A/Chile/1/83, and B/Ann Arbor/1/86 
* Geometric mean titer 


TABLE 2. Hemagglutination-inhibition reactions of influenza A(H3N2) viruses 





t 

Reference antig A/Bangkok/1/79 A/Mississippi/1/85 A/Stockhoim/8/85 A/Leningrad/360/86 
A/Bangkok/1/79 1,280 640 320 80 
A/Mississippi 1/85 320 1,280 320 160 
A/Stockhoim/8/85 40 320 640 160 
A/Leningrad/360/86 40 320 640 160 
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antiserum to A/Mississippi/1/85. However, ferret antisera to both A/Stockholm/8/85 and 
AlLeringred/S00/88 inhibit A/Mississippi/ 1/85. 
F dations for the Composition of influenza Virus Vaccines 
Because of these antigenic variations and the continued isolation of viruses resembling 
A/Stockhoim/8/85, WHO recommends that influenza vaccines for use during the 
1986-1987 season contain a representative of this variant in place of A/Mississippi/1/85. 
The above findings were discussed at a WHO meeting in February. The Public Health Serv- 
ice Vaccine Advisory Panel (PHSVAP) met during the same period to review the data regard- 
ing antigenic variations of virus isolates. Consistent with WHO recommendations, the PHS 
recommends that influenza vaccines for use in the 1987-1988 season be trivalent and con- 
tain the following antigens: 
A/Taiwan/1/86(H1N1)-like antigen 
B/Ann Arbor/1/86-like antigen 
A/Leningrad/360/86(H3N2)-like antigen 
Recommendations of the Immunization Practices Advisory Committee regarding dosage 
and schedule of the vaccine will be published in the MMWA later this spring. 
Reported by: Influenza Research Center, Baylor College of Medicine, Houston, Texas. FL Ruben, MD, 
B Heisler, P Fallon, Montefiore Hospital, University of Pittsburgh School of Medicine, Pennsylvania. Na- 
tional Influenza Centers, Microbiology and Immunology Support Svcs, WHO, Geneva. Div of Virology, 


Office of Biologics, Food and Drug Administration. WHO Collaborating Center for influenza, influenza Br, 
Div of Viral Diseases, Center for infectious Diseases, CDC. 
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Sex-, Age-, and Region-Specific Prevalence of Sedentary Lifestyle 
in Selected States in 1985 — The Behavioral 
Risk Factor Surveillance System 


The Behavioral Risk Factor Surveillance System (BRFSS) is a telephone survey conducted 
by state health departments to routinely collect risk factor data from adults (> 18 years of 
age). The following analysis examines sedentary lifestyle data from the 25,221 persons inter- 
viewed by the 22 states (including the District of Columbia) participating in the BRFSS during 
1985. 

Participants were asked to provide details of up to two activities performed during the 
past month. The prevalence of sedentary lifestyle was estimated by the percentage of persons 
who reported either no physical activity or physical activity less than three times per week 
and/or less than 20 minutes per occasion. This criterion level is based on the 1990 objectives 
for the nation regarding physical fitness and exercise (7) and represents the minimum 
amount of physical activity likely to confer health benefits. 

Table 3 presents the sex-specific prevalence of sedentary lifestyle in the 22 states. The 
distribution of these prevalences is summarized in the “box-plots” in Figure 1. These plots 
provide the maximum range, the upper and lower quartiles, and the median (50th percentile) 
of the distribution of state-specific prevalences for the 22 states. 
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Figure 1 indicates that the median prevalence of sedentary lifestyle is somewhat higher for 
women than for men; however, the distribution of prevalence estimates for the two genders 
overlap considerably. This figure also shows that the variation in prevalence estimates of 
sedentary lifestyle is somewhat greater for women than for men. 

Table 4 presents the age-specific prevalence of sedentary lifestyle for adults in the 22 
states. In most instances, the prevalence of sedentary lifestyle for adults increased with in- 
creasing age. The distribution of these prevalences is summarized in Figure 2, which also indi- 
cates that there is considerable overlap between the three age-specific prevalence distribu- 
tions of adult sedentary lifestyle in the states. 

Figure 3 indicates that the median prevalence of sedentary lifestyle by region is somewhat 
higher for the southeastern states and lowest in the southwestern and mountain states. 
FIGURE 1. Box-plot summaries of the sex-specific distribution of sedentary lifestyle 
prevalences from 22 states participating in the 1985 Behavioral Risk Factor Surveillance 
System 
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TABLE 3. Sex-specific prevalence estimates of sedentary lifestyle, by state — 1985 
Behavioral Risk Factor Surveillance System 





Men Women 
State No. %) 35% cr) No. %) (95% ci") 


Arizona (44-53) 695 (45) (41-49) 
California (46-54) 775 (57) (53-60) 
Connecticut (46-56) 583 (55) (51-59) 
District of Columbia (45-57) 443 (59) (54-63) 
Florida (46-58) 465 (52) (47-56) 
Georgia (58-69) 465 (64) (60-69) 
idaho (39-48) 731 (41) (37-45) 
lilinois (46-55) 645 (56) (52-60) 
Indiana (58-66) 708 (66) (63-70) 
Kentucky (59-70) 478 (61) (56-65) 
Minnesota . (53-59) 360 (57) (54-59) 
Montana (44-53) 693 (43) (39-46) 
New York (46-55) 690 (56) (52-60) 
North Carolina (50-58) 887 (61) (58-64) 
North Dakota (51-63) 366 (55) (50-60) 
Ohio (55-64) 694 (61) (57-65) 
Rhode Island (59-67) 735 (67) (63-70) 
South Carolina (59-68) 758 (66) (63-69) 
Tennessee (61-71) 792 (71) (68-74) 
Utah (45-55) 711 (46) (42-49) 
West Virginia (54-64) 711 (66) (63-70) 
Wisconsin (50-60) 530 (55) (50-59) 


"Confidence interval 
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Northeastern and central states were intermediate in their prevalence of sedentary lifestyle. 


Again, there is considerable overlap of the region-specific distribution of prevalence estimates 
for the four regions. 


Reported by: T Hughes, Arizona Dept of Health Svcs. F Capell, California Dept of Health Svcs. S Benn, 
Connecticut State Dept of Health Svcs. R Conn, EdD, District of Columbia Dept of Human Svcs. J 
Godwin, Florida Dept of Health and Rehabilitative Svcs. JD Smith, Georgia Dept of Human Resources. JV 
Patterson, Idaho Dept of Health and Welfare. D Patterson, lilinois Dept of Public Health. S Jain, indiana 
State Board of Health. K Bramblett, Kentucky Cabinet for Human Resources. N Salem, Minnesota Center 
for Health Statistics. R Moon, Montana State Dept of Health and Environmental Sciences. H Bzudch, New 
York State Dept of Health. C Washington, North Carolina Dept of Human Resources. B Lee, North Dakota 


FIGURE 2. Box-piot summaries of the age-specific distribution of sedentary lifestyle 


prevalences from 22 states participating in the 1985 Behavioral Risk Factor Surveillance 
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TABLE 4. Age-specific prevalence estimates of sedentary lifestyle, by state — 1985 
Behavioral Risk Factor Surveillance System 


18-34 35-54 255 
State No. (%) (95% Ci") No. (%) (95%CiI*) No. (%) (95% CI") 


Arizona (44) (39-48) 334 (46) (41-52) 378 (49) (44-55) 
California (50) (45-54) 457 (60) (55-64) 400 (53) (48-58) 
Connecticut (46) (41-52) 314 (54) (48-59) 352 (59) (53-64) 
District of Columbia (47) (41-53) 206 (56) (49-63) 244 (66) (59-72) 
Florida (52) (46-57) 234 (52) (46-59) 253 (52) (46-59) 
Georgia (55) (49-61) 287 (67) (61-72) 222 (73) (66-79) 
Idaho (37) (32-41) 367 (42) (37-47) 380 (48) (43-53) 
Ilinois (42) (37-46) 351 (57) (52-63) 348 (65) (60-70) 
Indiana (57) (52-62) 368 (65) (60-70) 398 (72) (68-77) 
Kentucky (53) (47-60) 257 (65) (59-71) 287 (68) (63-74) 
Minnesota , (49) (46-52) 674 (57) (54-61) 707 (65) (61-69) 
Montana (42) (37-46) 352 (50) (44-55) 352 (45) (40-51) 
New York (47) (42-52) 374 (53) (48-58) 386 (61) (56-66) 
North Carolina (55) (51-60) 507 (56) (52-61) 485 (62) (58-67) 
North Dakota (47) (40-53) 178 (63) (56-71) 215 (60) (53-67) 
Ohio (53) (48-58) 361 (62) (57-67) 364 (68) (63-73) 
Rhode Island (57) (52-61) 397 (65) (60-70) 415 (75) (70-79) 
South Carolina (58) (53-63) 409 (73) (68-77) 374 (70) (65-74) 
Tennessee (66) (61-71) 387 (65) (60-69) 420 (77) (73-81) 
Utah (44) (40-48) 368 (47) (42-53) 272 (53) (47-59) 
West Virginia (56) (50-61) 332 (61) (56-67) 488 (71) (67-75) 
Wisconsin (49) (44-55) 293 (57) (51-63) 318 (59) (54-65) 














“Confidence interval. 
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State Dept of Health. E Capwell, Ohio Dept of Health. J Cataldo, Rhode /siand Dept of Health. FC Wheeler, 
South Carolina Dept of Health and Environmental Control. J Fortune, Tennessee Dept of Health and Envi- 
ronment. C Chakley, Utah Dept of Health. R Anderson, West Virginia State Dept of Health. DR Murray, 


Wisconsin Center for Health Statistics. Div of Health Education, Center for Health Promotion and Educa- 
tion, CDC. 


Editorial Note: Eleven of the 1990 objectives for the nation relate to physical fitness and ex- 
ercise. Most of these 11 objectives emphasize “appropriate physical activity,” which is 
defined as “exercise which involves large muscle groups in dynamic movement for periods of 
20 minutes or longer, three or more days per week, and which is performed at an intensity of 
60 percent or greater of an individual's cardiorespiratory capacity.” This amount of physical 
activity is rather strenuous, and evidence indicates that less intensive, yet regular, physical ac- 
tivity may also confer health benefits (2). Therefore, the analysis reported here sought to esti- 
mate the prevalence of sedentary lifestyle, i.e., physical activity less than three times per 
week, less than 20 minutes per occasion, or both, regardless of the intensity of participation. 
An average of 55% of the 25,221 persons interviewed by telephone in the 22 states par- 
ticipating in the 1985 BRFSS reported so little physical activity in the past month as to be 


(Continued on page 203) 





TABLE |. Summary — cases specified notifiable diseases, United States 





13th Week Ending Cumulative, 13th Week Ending 


Disease Mar. 29, Apr. 4, Median Mar. 29. Apr. 4, Median 
1987 1986 1982-1986 1987 1986 1982-1986 


Acquired immunodeficiency Syndrome (AIDS) 244 296 N 4.669 2.907 
Aseptic meningitis 80 74 81 1,083 1,068 
Encephalitis: Primary (arthropod-borne 
& unspec) 16 21 189 219 
Post-infectious 1 5 3 9 25 
Gonorrhea: Civilian 12,999 ‘ 16,313 198,108 207,381 
Military 254 503 4,209 4,031 
Hepatitis Type A 511 447 6,121 5.665 
Type B 492 6,020 6.077 
Non A, Non B N 703 812 
Unspecified 107 810 1,256 
Legionellosis N 154 152 
Leprosy 7 52 65 
Malaria 166 169 
Measies: Totai* 678 1,476 
indigenous 581 1,430 
imported 7 97 42 
Meningococcal infections: Total 947 846 
Civilian 946 844 
Military - 1 
Mumps 4412 
Pertussis 456 
Rubella (German measies) 7 3 73 
Syphilis (Primary & Secondary): Civilian 
Military 











Toxic Shock syndrome 
Tuberculosis 

Tularemia 

Typhoid Fever 

Typhus fever, tick-borne (RMSF) 2 2 
Rabies, animal 143 








TABLE ll. Notifiable diseases of low frequency, United States 
Cum. 1987 








Anthrax - Leptospirosis 
Botulism: Foodborne Plague 


Other s 
Brucellosis (W Va. 1, Alaska 1) Rabies, human 
Cholera . Tetanus 
Congenital rubella syndrome Trichinosis 
Congenital syphilis, ages < 1 year - Typhus fever, flea-borne (endemic, murine) 
Diphtheria 


ag 
infant Poliomyelitis, Paralytic 
Psi - 














“Seven of the 65 reported cases for this week were imported from a foreign country or can be directly traceable to a known internationally 
imported case within two generations 
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TABLE Ill. Cases of specified notifiable diseases, United States, weeks ending 
April 4, 1987 and March 29, 1986 (13th Week) 








Sects Encephaiitrs an ; Hepatites (Viral). by type 


Post-m- le , 
se | Ptmary (Crvihan) JUnspeci- Leprosy 
Reporting Area | 9 fectious AND fred 








Cum Cum Cum 
1987 1987 1987 1987 | 1987 198? 



































UNITED STATES 80 9 198,108 . 59 29 
NEW ENGLAND 2 1 7,229 
Maine : . ‘223 
116 
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TABLE Ill. (Cont‘d.) Cases of specified notifiable diseases, United States, weeks ending 
April 4, 1987 and March 29, 1986 (13th Week) 





asies (Rubeola) Menin- 
= 9 d Mumps Pertussis Rubelia 
Indigenous imported * infections 


Cum Cum Cum Cum Cum c Cum Cum 
1907 | Sey 1907 | fo0) 1987 1907 1987 1907] Sen | {60 1967] 1987 | 1986 
23 («456 


UNITED STATES 58 581 7 97 947 316 4412 
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“For measies only. imported cases includes both out-of-state and international mmportations 
N Not nowfanle U I lable Tin d Out-of-state 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States. weeks ending 


April 4, 1987 and March 29, 1986 (13th Week) 





Reporting Area 


Syphuts (Crvihan) 
(Prmary & Secondary) 


Toxc 
shock 
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Tuberculosis 


Tula- 
rerma 


Typhoid 
Fever 
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(Tick-borne) 
(RMSF) 
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TABLE IV. Deaths in 121 U.S. cities." week ending 


April 4, 1987 (13th Week) 


April 10, 1987 





All Causes, By Age (Years) 





Reporting Ares 





All 
Ages 
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considered sedentary. Rates increased with age and were slightly higher for women than for 
men. The National Health Interview Survey (3), a representative survey conducted by the Na- 
tional Center for Health Statistics using household-interviews, provided very similar estimates 
of the prevalence of sedentary lifestyle for 1985. The trends for age, gender, and region have 
been noted previously in other national surveys (4). 

The 1990 physical fitness and exercise objectives are also concerned with the regular 
monitoring of national trends, the use of community recreation programs and facilities, public 
and professional awareness of the benefits of regular physical activity, worksite fitness pro- 
grams, and the evaluation of the short- and long-term effects of physical activity (5). Recent 
reports have summarized progress in these areas (5,6). 

Specific health reasons for promoting physical activity stem from a wide variety of research 
findings. Increased levels of physical activity have been associated with reduced risk of coro- 
nary heart disease (7), enhanced weight control (8), reduced symptoms of anxiety and mild to 
moderate depression, and an enhanced sense of well-being derived from feeling and looking 
better (9). Further, there is emerging evidence that physical activity may have important 
beneficial effects on non-insulin-dependent diabetes mellitus, hypertension, and osteo- 
porosis (6). in addition, physical activity is helpful in managing and treating many chronic 
diseases (70). 

In spite of the fact that physical activity is a complex behavior (77) and difficult to 
assess (72), progress has been made in the ability to characterize national levels of physical 
activity. Unfortunately, these results indicate that less than half of the American population is 
physically active at a level likely to confer health benefits. Because of the multiple health 
benefits of physical activity and because of the high prevalence of sedentary lifestyle docu- 
mented among the U.S. population, the promotion of prudent physical activity should be a na- 
tional priority for the Public Health Service. 


References 
Public Health Service. Promoting health/preventing disease: objectives for the nation. Washington, 
DC: US Department of Health and Human Services, 1980 
Haskell WL, Montoye HJ, Orenstein D. Physical activity and exercise to achieve health-related 
physical fitness components. Public Health Rep 1985; 100:202-12 
Caspersen CJ, Christenson GM, Pollard RA. Status of the 1990 physical fitness and exercise 
objectives — evidence from NHIS 1985. Public Health Rep 1986;101:587-92 
Stephens T, Jacobs DR Jr, White CC. A descriptive epidemiology of leisure-time physical activity 
Public Health Rep 1985; 100:147-58. 


FIGURE 3. Box-plot summaries of the region-specific distribution of sedentary lifestyle 


prevalences from 22 states participating in the 1985 Behavioral Risk Factor Surveillance 
System 


HIGHEST PREVALENCE 
UPPER QUARTILE 
MEDIAN PREVALENCE 


LOWER QUARTILE 














LOWEST PREVALENCE 


PERCENT SEDENTARY LIFESTYLE 








204 MMWR April 10, 1987 
Sedentary Lifestyle — Continued 


iverson DC, Fielding JE, Crow RS, Christenson GM. The promotion of physical activity in the United 
States population: the status of programs in medical, worksite, community, and school settings. 
Public Health Rep 1985;100:212-24. 

Siscovick DS, LaPorte RE, Newman JM. The disease-specific benefits and risks of physical activity 
and exercise. Public Health Rep 1985; 100:180-8. 

Powell KE, Thompson PD, Caspersen CJ, Kendrick JS. Physical activity and the incidence of coro- 
nary heart disease. Ann Rev Public Health (in press). 

Blair SN, Jacobs DR Jr, Powell KE. Relationships between exercise or physical activity and other 
health behaviors. Public Health Rep 1985; 100: 172-80. 

Taylor CB, Sallis JF, Needle R. The relation of physical activity and exercise to mental health. Public 
Health Rep 1985; 100:195-202. 

Kottke TE, Caspersen CJ, Hill CS. Exercise in the management and rehabilitation of selected chronic 
diseases. Prev Med 1984; 13:47-65 

Caspersen CJ, Powell KE, Christenson GM. Physical activity, exercise, and physical fitness: defini- 
tions and distinctions for health-related research. Public Health Rep 1985;100:126-31. 

LaPorte RE, Montoye HJ, Caspersen CJ. Assessment of physical activity in epidemiologic research: 
problems and prospects. Public Health Rep 1985; 100: 131-46. 


Epidemiologic Notes and Reports 





Update: Sa/monella enteritidis \nfections 
in the Northeastern United States 


New England and the Middle Atlantic region’ experienced a fivefold increase in the report- 
ed isolation rate of Sa/monella enteritidis between 1976 and 1985 (7). Consequently, a re- 
gional S. enteritidis Working Group was established in 1986 to coordinate investigations of 
S. enteritidis outbreaks. Investigations of recent outbreaks and related studies suggest that 
many S. enteritidis infections in the Northeast are associated with eggs. 

Fourteen S. enteritidis outbreaks have been reported to CDC from the Northeast since 

October 1, 1986. The vehicles of transmission have been identified for 10 of the outbreaks. 
At least six of these vehicles were either eggs or foods which contained raw or undercooked 
eggs (homemade eggnog prepared with store-bought eggs, Monte Cristo sandwiches made 
of sliced cooked meat and cheese on bread dipped in raw egg and grilled, and Caesar salad 
dressing made with raw eggs). The outbreak-associated eggs were all USDA grade A shell 
eggs, and, in each instance, the food preparation history suggested the eggs were eaten raw 
or undercooked. The outbreak-associated eggs were not available for culture. However, in an 
outbreak associated with riceballs (made with eggs) in September 1986, S. enteritidis was 
cultured from an egg-breaking machine in the restaurant involved. 
Reported by: S Schultz, MD, New York City Dept of Health; D Morse, MD, State Epidemiologist, New 
York Dept of Health. W Parkin, MD, State Epidemiologist, New Jersey Dept of Public Health. GF Grady, 
MD, State Epidemiologist, Massachusetts Dept of Public Health. EJ Witte, VMD, MPH, State Epidemiolo- 
gist, Pennsylvania Dept of Health. JL Hadler, MD, MPH, Connecticut Dept of Health Svcs. RL Vogt, MD, 
State Epidemiologist, Vermont Dept of Health. E Schwartz, MD, State Epidemiologist, New Hampshire 
Dept of Health and Welfare. KF Gensheimer, MD, State Epidemiologist, Maine Dept of Human Svcs. PR 
Silverman, PhD, State Epidemiologist, Delaware Dept of Health and Social Svcs. E Israel, MD, State Epi- 
demiologist, Maryland Dept of Health and Mental Hygiene. Div of Field Services, Epidemiology Program 
Office; Enteric Diseases Br, Div of Bacterial Diseases, Center for infectious Diseases, CDC. 


“Defined by the U.S. Bureau of the Census as New Jersey, New York, and Pennsylvania. 
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Editorial Note: Salmonellosis associated with eggs is not a new problem. Large outbreaks of 
salmonellosis associated with bulk egg products and cracked shell eggs (2,3) led to the 
passage of the Egg Products Inspection Act in 1970. This law required pasteurization of all 
bulk egg products and federally-supervised inspection of shell eggs for “checks” or cracks. 
Since enactment of this legislation, there have been fewer egg-associated outbreaks of sal- 
monellosis, and CDC has not received any reports of outbreaks associated with bulk egg 
products (4). 

These recent outbreaks suggest that egg-associated S. enteritidis is an emerging public 
health problem and show the importance of routine serotype-specific surveillance. Eggs can 
become contaminated with Sa/monella in several ways. Fecal soiling may contaminate egg 
shells, and the internal contents of the egg may occasionally be contaminated by organisms 
entering through hairline cracks in the shell (5). in addition, if there is an ovarian infection in 
the hen, an egg yolk may become infected by certain serotypes of Sa/monella before the 
shell is formed (6). It is not known whether S. enteritidis is one such serotype. 

As is true for meat, poultry, raw milk, and other raw foods of animal origin, proper handling 
and cooking of eggs can minimize the risk of salmonellosis. Thorough cooking kills Sa/monelia. 
Consumers concerned about the proper handling of egg-containing foods should contact their 
county extension home economist or call the USDA Meat and Poultry Hotline 
(800-535-4555). Further research is needed to understand the ecology of Sa/monella coloni- 
zation in poultry and other food-animal species and to determine ways to further reduce the 
contamination of eggs and other foods derived from animals. 

Clinicians are encouraged to report cases of salmonellosis to their state health department. 
Isolates of Sa/monelia can be submitted to state laboratories for serotyping to support epide- 
miologic investigations. 
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Progress in Chronic Disease Prevention 
The Prevalence of Cancer — Connecticut, January 1, 1982 





Incidence and follow-up data from the Connecticut Tumor Registry were analyzed in order 
to estimate the prevalence of cancer (7). A case was included in this analysis if the patient 
was alive on January 1, 1982, and had been diagnosed with cancer at any time during the 
study period, 1935 through 1981. Cases of basal- and squarnous-cell cancer of the skin 
were not included. During the study period, 288,221 residents of Connecticut were diagnosed 
with invasive cancer. Of these, 53,628 (18.6%) were known to be living on January 1, 1982; 
19,881 (6.9%) were lost to follow-up (i.e., reported alive with a date of last contact prior to 
January 1, 1982). The life-table method was used to estimate the number of patients among 
those lost to follow-up who were alive on January 1, 1982 (2). 
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On January 1, 1982, the age-adjusted” prevalence rate among males for all sites of cancer 
combined was 1,789/100,000 compared with 2,222/100,000 among females. In contrast, 
the age-adjusted cancer incidence rate for all sites among males diagnosed during the period 
1978-1981 was almost one-third higher than among females (463/100,000 compared with 
342/100,000). The mortality rate among males was about 50% higher than among females 
(246/100,000 compared with 154/100,000) (3). The relatively favorable survival rate for 
women with cancer affecting many of the common sites (e.g., breast and gynecological malig- 
nancies) and the poor survival rate for patients with lung cancer (the most common cancer in 
males) resulted in an age-adjusted prevalence rate among females that was about 25% higher 
than that among males. 

The five most prevalent malignant diseases among males were prostate cancer 
(372/100,000), colon cancer (249/100,000), bladder cancer (233/100,000), rectal cancer 
(145/100,000), and lung cancer (135/100,000). The most prevalent cancer site in females 
was the breast (848/100,000), followed by corpus uteri (273/100,000), colon 
(224/100,000), cervix (138/100,000), and rectum (98/100,000). 

The age-specific prevalence rates for all sites of cancer combined among females 20 to 
59 years of age were about twice the rates for males (Figure 4). The rates for all sites com- 
bined for males > 70 years of age were higher than those for females, partly because of the 
high prevalence of prostate cancer in elderly males. For females, prevalence rates for all sites 
combined ranged from 1,170/100,000 for those 30 to 49 years of age to 10,635/100,000 
for those > 70. For males, the rates for all sites combined increased from 598/100,000 for 
those 30 to 49 years old to 11,810/100,000 for those > 70. 


Editorial Note: The magnitude of the cancer problem has been measured traditionally by inci- 
dence and mortality statistics. The knowledge of cancer prevalence rates adds a new dimen- 


“Adjusted to the 1980 U.S. population, U.S. Bureau of the Census. 


FIGURE 4. Age-specific prevalence rates of cancer for all sites combined among males 
and females — Connecticut, January 1, 1982 
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sion to the assessment of this problem. While incidence reflects only the rate of occurrence 
of newly diagnosed cancer cases in one particular year, prevalence estimates include patients 
diagnosed during previous years who survived to the point in time of interest. Because most 
patients with cancer survive more than one year, prevalence is a useful indicator of the cancer 
burden on the health care system. 

“Cured” and “uncured” cases were included in this study because, in many cases, the 
determination of cure is ambiguous. It has been suggested that even for so-called cancer sur- 
vivors, the experience of cancer leaves a long-lasting impression (4). Problems of employ- 
ment, insurance, second malignancies, and reproduction linger long after the patient's treat- 
ment is completed and probably justify including ali patients with a history of cancer in the 
prevalence calculations. 

Approximately 2% of the population of the state of Connecticut had a history of cancer on 
January 1, 1982. Perhaps even more surprising is the fact that 11% of females and 12% of 
males 270 years of age had a history of cancer. Applying the age-specific prevalence rates 
to the estimated 1986 U.S. population (5) results in an estimate of approximately 5 million 
persons with a history of cancer in the United States. With the anticipated aging of the U.S. 
population, the number of individuals with a history of cancer can be expected to increase. 
Calculations using projected populations (5) and assuming constant prevalence rates yield 
prevalence estimates of 6.2 million for the year 2000 and 9.6 million for 2030. These projec- 
tions should be viewed cautiously since the racial and ethnic composition of Connecticut is 
different from that of the United States as a whole and since incidence and survival patterns 
among blacks, whites, and other races are known to differ. 

Advances in cancer treatment that improve patient survival will almost certainly increase 


the prevalence rates of cancer over time. With more and more patients living with a history of 
cancer, an increase in resources will be required to help patients with their medical problems, 
physical limitations, and social adjustments. However, the successful application of cancer 
prevention strategies, including smoking cessation and diet modification programs, should de- 
crease the incidence of cancer and thereby lower cancer prevalence. 


Reported by: AR Feldman, MD, L Kessler, ScD, MH Myers, PhD, MD Naughton, Surveillance and Opera- 
tions Research Br and Biometry Br, Div of Cancer Prevention and Control, National Cancer Institute. 
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FIGURE I. Reported measies cases — United States, weeks 09-12, 1987 
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